INTRODUCTION
The necessity of informed consent is now at the forefront of clinical practice and medical negligence claims. Patients need to understand procedures and their complications before agreeing to them. Endoscopic procedures such as colonoscopy are usually done under intravenous sedation and amongst the claimed benefits is some degree of retrograde amnesia, although this is far from uniform. Clearly, when such procedures are performed under intravenous sedation these drugs may alter patients' responses and perceptions. Most doctors advise people who have had this type of sedation not to drive or sign important documents. If patients' judgment is sufficiently impaired to interfere with these types of activities, can they truly withdraw consent to the procedure after giving it for good clinical reasons?
In practice very few patients in the UK are dissatisfied with the outcome of colonoscopy, but a patient who has experienced discomfort and asked for a procedure to be terminated may well seek legal redress against a clinician who has ignored the request. Indeed in the USA about 40% of malpractice cases involving endoscopy relate to problems with consentl 2.
METHODS

Consultants
100 consultant physicians and surgeons who were members of the British Society of Gastroenterology were selected from a current membership list. They were chosen on a 1 in 10 basis until 100 names had been identified. Each member was mailed an anonymous questionnaire about his or her attitude to consent before and during colonoscopy under intravenous sedation. Attention was given to their choice from the following responses when a sedated patient asks the consultant to stop the procedure: * Stop immediately and withdraw the colonoscope * Stop, reassure the patient and encourage him or her to let you complete the procedure * Continue and complete the procedure.
Consultants who would continue with the procedure were asked what they would do if the patient continued to ask them to stop. Possible responses were to:
Each question had to be answered yes or no; a don't know option was not offered since the questionnaire dealt with a common clinical problem which demands a response. Anonymity was strictly preserved, so only one mailing of questionnaires was made.
Patients 100 consecutive patients who had undergone colonoscopy with intravenous sedation at the Leicester General Hospital were asked their views on how consultants should respond to a patient's request to stop the procedure. The question was phrased in the following way:
'During colonoscopy some patients have significant discomfort, and pain-killing measures do not always remove it. Sedation can make it hard for patients to make clear decisions. If you asked the doctor to stop whilst sedated would you expect him or her to: * Stop and abandon the test * Carry on and ignore your request.'
Again responses had to be either yes or no, with no don't know option. Strict anonymity was again preserved, so the questionnaire was mailed once only. RESULTS 71 of a possible 100 consultants responded to the questionnaire. 12 had retired or did not practise colonoscopy and so were not included in the analysis. Of the remaining 59 consultants only 1 would stop the procedure and withdraw the colonoscope on an initial request to do so by a sedated patient. Of the remaining 58 consultants 51 would stop the procedure and withdraw the colonoscope if repeatedly asked to do so. Of these 51 consultants, 23 believed sedated patients are capable of making rational decisions. 7 consultants would ignore these requests and complete the procedure. Of these 7 consultants I believed that a sedated patient is capable of making a rational decision.
Of the 100 patients who had undergone colonoscopy with sedation, 59 returned a questionnaire about their views on withdrawal of consent. Of these 59, only 51 provided sufficient information to allow an analysis of their views. 25 of the 51 patients believed that the consultant should stop the procedure immediately, compared with 26 who felt the consultant should continue and complete the procedure. DISCUSSION Informed consent demands that a patient has an understanding of the nature of what he or she is about to undergo and the common complications. In 1995 Pereira et al. showed that at least 25% of patients had only limited understanding of the nature and complications of upper gastrointestinal endoscopy3. Intravenous sedation means that, although relaxed, many patients are conscious and uncomfortable. In one sense they become more fully informed about the nature of the procedure through the experience of undergoing the test. In these circumstances does sedation restrict their right to withdraw consent? Clearly a patient who is not sedated can withdraw consent at any time and continuation with the test would become an assault. But is this true for a sedated patient, and how forcefully do they need to express their wish for the procedure to stop? Is once enough? In a study from New Jersey about 50% of patients could recall details of the consent procedure-a figure with some similarity to the 50% of patients who felt that a colonoscopy should be terminated if they asked for this to be done, despite being sedated4.
In this study only a single consultant gastroenterologist felt that one request was enough for the procedure to be terminated. With repeated requests 51/58 would stop and withdraw the colonoscope. Of the 7 consultants who would carry on regardless of their patients' views 1 nevertheless declared a belief that sedated patients are capable of making rational decisions. Patients were equally split between those who felt that the procedure should be stopped and those who felt that it should be completed. Clearly there is a lack of consistency in practice by consultants, and patients express widely divergent views. Consultants and patients need to establish the ground rules before embarking on a procedure under sedation.
